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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY
Nationa] Office of Vital Statistics

FILED SEP 20 1948

Registration District No, oo

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No. oo~
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.

r

1005

sz

i, PLACE OF DEATH: T

2. USUAL RESIDENCE OF DECEASED:

Regisirar's No.
ot

L7715 Gresr Ave,

(b)) Address.

17 (a) —_— . (b} Date thuwf flir Al
- {Burial, cremation, or removal) _(Menth) {Day) (Yeu}

() Place: burial or cremation LEK® Charles Cemetery

18. (g} Signature of funeral d.lrccmr ) .T.‘.QO‘I:‘.,CQ;-H;-A'I b |

atm'ai*'ﬂrid ge Blvi

() Address

19. (a) .___SEP_Y_-I“P
(Dt receivod local repistrar

{a) County. (a) State Missourd () County.
5) City or to ......__St.Lou:Lﬁx '
& ¥ or town Tf outsids city or town lidiits, write R " and name of townahip) (s} City or town St, .Iaouis {f
(¢) Name of hosp:ltal or institution: \ (Lf ontside cily or town limits, write “RURAL"™) ()
Jewish Hospital ({ (&) Street No. /.. 4956a Aldine Place
{1f pot in hewpital aor m:utulmn, ‘writs strost number or location) (If raxal, give location)
(4) Length of stay: In hospltal of institution .
(Specify whether || (¢) Citizen of foreign country?. (Yes or No)
In this community.
years, months or days) If yes, name country.
s} PRINT é! E é 134 MEDICAL CERTIFICATION
NAME.. Widred 20. DATE OF DEATH: M da [
. t _— -
3. {b) If veteran, T 3. (c) Social Security No. ¢ Son ¥
. . year L Z ¥ hour._ A€ minuteO. .. FPM.
name war.
21 T hereby certify that I attended the deceased from.... 59 m. /. . TP
} 5. Color or 6. (a) Single, widowed, married, 19_{#3".,, P - 6 15;(!
4. Sex female € m"white m¢id—'qw—_}‘—‘ that I last saw h_RM.. alive on ¥ = & 19{{9.
6. (b) Name of husband of Wiféweuee 6. (¢) Age of husband or wife if and that death occurred on the date and hour stated above. Duration
‘ U (i1 W ) oo - L alive____ yeary || Immediate cause of death -
7. Birth date of d d Sept. 3 1893 et . P - R
Month) {Day) {Year)
8. AGE: Years | Months | Days 1f less than one day Due to... .Coae Koot Mﬂ‘
M P 55 O 3 hr. min -
el b to“WmmcL.m BT Sl \ W A —
9. Blrthplace . Louis, . . Missouri v )
(City; town, or coanty) {3tata or focel; ratry) a ﬁ
: th ditions
10, Usual occupation . Hougewife . '(iln:l:rn within 3 months of death) "/ 9/
11. Industry or b i i 1 PHYSIGAN
. . - or findings: . = - . K . . . ..
5 12. Name....... ."_mLLbcCash <t Of operations. oo Undertine
13. Birthplace Sent l Enf‘ 7 _thhligté’:a:;
* {Gjty, town, or comnty) (State or foreign eountry) {should be
name. ... [charged sta-
E - Maiden E0n 0') - o A o e ..itistically.
E9 15. Birthplace.__ Sb6a1:0 Missouri 22. If death was due to external casses, fll in the following: !
= (C.u.y. town; or county) {State or foreign cotinery)
-
16. (@) Tnformant Eleanor Dollar {a) Accident, sulcide, or homicide (specify) =

(%) Date of oerurrence
(¢) Where did Injury occur?

{City or town)
(d) Dld injury occur in or about home, on farm, [n indmtnal pla.ce. in public vlaee?

U .

of injury.

% MM_ oo M,

Date signed..

e

- (Spodf,l(yrof place)

{Licensed Embalmer’s Statement on Roverse Slde)



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the ahove constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated n]:ove.




